Over the left side of the chest, the adjacent parts of the shoulder and neck, and over the anterior aspect of the left arm, there are slight depre'ssions in the skin. The distribution of these areas is distinctly herpetiform, and the bands end absolutely in the mid-line. It will be seen that the epidermis itself is normal, the follicles and lanugo hairs are intact, and the surface shows the usual faint ridges and furrows. These slightly depressed patches are all freely mobile, and the elasticity is normal. There are no symptoms, paraesthesiae or sensory changes of any sort. There is a slight degree of pigmentation, and it was for this reason that I at first assumed the case to be one of simple scleroderma. Some of the increased colour changes are due to shadowing over the depressions, and some are due to the deeper tissues showing through. On comparing the veins of the two sides of the upper chest, those on the left can be seen much more clearly, and give the impression of being seen through glass which is tinted and slightly fogged. In view of these clinical appearances there seems to be a comparative thinning or absence of subcutaneous fat in these areas. Unfortunately I do not feel justified in asking for a biopsy owing to the peculiar circumstances in which the case was first referred to me. I think the lesions are distributed over the following segments, 3rd, 4th and 5th cervical, together with the 4th to 10th thoracic.
Dr. F. PARKES WEBER said that he regarded the case as a typical example of a very rare type of inorphceic scleroderma. As in many other cases of morphaeic scleroderma, the distribution was zoniformn, but he (Dr. Weber) divided all cases (whatever their distribution) into: (1) superficial cases, in which the skin only was affected;
(2) cases in which both skin and subcutaneous tissue were involved; and (3) cases in which the subcutaneous tissue alone was affected, as in the present case. This third type was the rarest of all, and of course, strictly speaking, according to the etymology of the term, should not be called "scleroderma," for it was manifested only by localized atrophy of subcutaneous fat.' Patient, male, aged 46. Enlargement of glands in neck, axille and groins first noticed about six months ago, followed within a period of days or weeks by irritation in legs. Referred to me by Dr. M. E. Shaw, in November, 1929, on account of an eruption. At that time the only eruption present was an erythemato-squamous rash on the chest and face, accompanied by pityriasis of the scalp, all of which are still l)resent. Diagnosis of skin condition in November-seborrhoeic dermatitis, which was thought to have no connection with the enlarged glands. Dr. Shaw then had a gland excised and a blood-count made, and ultimately sent him to Dr. Carter-Braine for deep X-ray therapy. The patient came to me again a month later with a fresh eruption, consisting of firm, dusky erythematous plaques of various dimensions and outline, not unlike sarcoid, the largest of which almost encircled the left forearm near the elbow. Others of various sizes were present on the legs and arms, some being about one inch across, others as big as the palm of the hand. All were firm and sharply circumscribed, and showed no tendency to spontaneous disappearance. During the past six weeks the cutaneous lesions have increased rapidly, and at present plaques of very large dimensions are present on both upper and lower limbs. The skin of the right leg in particular is almost entirely involved and the whole limb is much swollen. There is considerable enlargement of all superficial glands, but no clinical or radiological evidence of enlargement of mediastinal glands. The spleen cannot be palpated. The right tonsil is much enlarged and presumably invaded, like the glands, by the disease process. There has been marked irritation, but the patient says he has felt quite well in other respects; the temperature has not been raised, except for a short period when he suffered from tonsillitis.
Investigations.-Section of glands (report by Dr. R. R. Elworthy). (1) Gland removed before deep X-ray therapy. Marked peri-adenitis. Moderate lymphoid hyperplasia. Very slight eosinophilia. Marked reticulo-endothelial hyperplasia, arranged irregularly. Marked new blood-vessel formation, accompanied by perivascular inflammatory changes of a granulomatous type.
(2) After X-ray treatment. Slight peri-adenitis. Capsule thickened with fibrous septa radiating centrally towards similar ones from the fibrotic hilum, which contains blood-vessels showing well-marked thickening of the middle and outer coats. The subcapsular area tends to be thinned and edematous in comparison with the first gland removed. Reticuloendothelial cells poorly represented, and, where present, they appear to be degenerate. The bulk of the gland consists of fibro-inflammatory tissue, spreading from the hilum towards the periphery. Newly-formed vessels are predominant. It is suggested that the difference between the two glands may be due to the X-ray treatment.
Biopsy of Skin.-(1) An original plaque. Extensive cell infiltration mainly confined to the corium. This tends to arrange itself in nodular fashion. Polymorphonuclears, lymnphocytes, endothelial cells, fibroblasts and occasionally an eosinophile are grouped about one or more small newly-formed blood-vessels. The predominant cell is endothelial.
(2) More recent plaque. The changes appear to be of the same nature, but are more diffuse and difficult to define owing to widespread tissue and cell edema. The inflammatory cell reaction appears also to be more vigorous, and an occasional small area of lymphomatous cells occurs. Poorly-formed giant cells noted in both pieces of tissue. Tubercle'and other organisms could not be demonstrated in section.
(3) Normal skin. Shows early infiltration with the same variety of cells, predominantly endothelial.
Blood-counts.-A normnal red cell-count was obtained on two occasions. The white counts have been about 12,000-16,000 on each occasion, with normal differential count, except for a slight excess of young forms of polymorphonuclear leucocytes.
The pathological investigations appear to exclude malignancy and leukwmia, and there does not appear to be any close connection with Hodgkin's disease or tuberculosis.
Diaqnosis.-A toxic condition of undetermined cause. Discussion.-Dr. H. C. SEMON asked whether it was possible that this was an example of lymphatic leukmemia in the aleukEemic stage. Clinically, the lesions suggested lymphatic leukeemia.
Dr. PARIKES WEBER said that this case seemed to belong to a class in which the reticuloendothelial tissue, rather than the blood-forming system, was affected. It might perhaps be regarded as representing a reticulo-endothelial analogue of a leukeemic infection.
? Pseudoxanthoma Elasticum.-G. B. DOWLING, M.D.
S. E., female, aged 17. Condition present in axilla, sides of neck, and inguinocrural region (mainly labia majora, but extending on to the skin). First appeared at age of 7, remained stationary for a number of years, but began to increase in extent somewhat about a year ago. During the past year the condition has progressed on the sides of the neck and on to the chest over the clavicles. Symptomns.-Subjective; occasional slight pruritus. In other respects patient is in excellent health and normally developed.
Lesions consist of closely-set yellowish white flat elevations. Individual lesions small, large pin-head to split-pea sized; in axillke partially confluent, giving the appearance of reticulation.
Histology.-Patch of degenerated connective tissue in corium, with calcification. Loss of elastic tissue in this area. Elastic fibres round degenerated aiea normal.
